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ruled out. The patient was not taking any cardiotoxic drug. She
was given a diagnosis of idiopathic dilated cardiomyopathy.
Oral diuretic and vasodilator treatment was given, and follow-up
was recommended. Seven years later, she was admitted for
increased shortness of breath and productive cough. Spirometric
analysis performed in the pneumology service showed a mild air
flow limitation. Allergic skin test responses were negative. A
control echocardiogram did not show significant changes in the
Pulmonary sequestration is a congenital malformation char-
acterized by a pulmonary lobe or pulmonary segment that
receives blood supply directly from the aorta. Classically, 2
forms are described. The first is intralobar sequestration, in
which the anomalous lung tissue is contained within the vis-
ceral pleura. The blood supply comes directly from the aorta,
and normal venous drainage through the pulmonary veins
goes to the left atrium. The second form is extralobar seques-
tration, in which the abnormal lung tissue is separated from
the normal lung by its own visceral pleural investment. The
blood supply generally derives either from the abdominal
aorta or the pulmonary artery, and the venous drainage is
through the azygos vein or portal system.1
The relevance of this pathologic condition derives from the
difficulty in diagnosis and the risk of development of severe
pulmonary and cardiovascular complications. Heart failure
usually appears during the neonatal period or childhood and
in most patients is associated with congenital cardiac
defects.2,3 We report the case of an adult patient without struc-
tural cardiac abnormalities in whom a dilated cardiomyopathy
caused by an intralobar pulmonary sequestration undiagnosed
for many years reverted after lobectomy.
Clinical summary. A 30-year-old woman with no patholog-
ic antecedents was seen in our center for increasing shortness of
breath of 3 years’ duration. Physical examination revealed a sys-
tolic ejection murmur. Results of pulmonary auscultation, elec-
trocardiography, and chest x-ray films were normal. An echocar-
diogram showed dilatation of the left ventricle and a mild
reduction of the left ventricular ejection fraction (Table I). No
regurgitations or blood flow accelerations were detected with
Doppler ultrasonography. Biochemical and immunologic blood
test results were within normal limits. Systemic diseases were
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Fig 1. A, Computed tomography revealed a pulmonary
sequestration with a large anomalous vessel inside. B,
Aortography demonstrates an aberrant artery arising from the
supradiaphragmatic descending aorta. It supplies blood to the
lower left lobe pulmonary sequestration.
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failure; the diagnosis of sequestrum was made after a routine
chest x-ray film. Fabre and colleagues7 described a 25-year-old
patient with an undiagnosed pulmonary sequestration associat-
ed with aortic valve stenosis who had cardiomegaly and con-
gestive heart failure, which were attributed to aortic valvulopa-
thy. The patient’s condition improved after removal of the
sequestrum. Our patient did not have any structural cardiac
abnormality that could provoke heart failure. Because the pul-
monary sequestration remained undiagnosed for many years, a
diagnosis of idiopathic dilated cardiomyopathy was erroneous-
ly made. Treatment with vasodilators and diuretics probably
avoided overt heart failure during the follow-up period.
Pulmonary sequestration was diagnosed as a result of pul-
monary symptoms. It was then suspected that the symptoms
could have been caused by the left-to-left shunt through the
sequestrum. However, secondary dilated cardiomyopathy could
only be diagnosed after the evidence of normalization of the car-
diac mass and the ventricular size and function after lobectomy.
Progressive and irreversible cardiac dilatation has been
observed in other clinical situations with a diastolic overload
volume over a long period of time.8 Therefore, early diagno-
sis and treatment of pulmonary sequestration is important
before irreversible cardiac damage occurs. The presence of
pulmonary sequestration should be considered in the differ-
ential diagnosis of dilated cardiomyopathy.
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ventricular size or function. A diagnosis of bronchial asthma
was given, and inhaled bronchodilators were prescribed. Three
years later, in a follow-up chest x-ray film, a mass in the lower
left lung field was observed. Computed tomographic scanning
with contrast showed an anomalous systemic vascularization
directly from the thoracic aorta to the lower left lobe (Fig 1, A)
and normal venous drainage to the left atrium through the pul-
monary veins. Aortography demonstrated the lobar inferior
artery arising from the thoracic descending aorta that irrigated
the left lower lobe (Fig 1, B). Four months later, a left lower
lobectomy was performed without postoperative complications.
During the follow-up period, progressive reduction of the car-
diac mass and left ventricular size and improvement of the left
ventricular function were seen (Table I). Twenty months after
the operation, the echocardiograpic results were normal, and the
patient was asymptomatic without drugs.
Discussion. The most common finding leading to the diag-
nosis of pulmonary sequestration are the pulmonary symp-
toms (cough, recurrent infections, dyspnea, or hemoptysis),
an abnormal x-ray film finding, or both.1 Cardiovascular
symptoms caused by pulmonary sequestration in the absence
of associated intracardiac abnormalities are rare, with the
most commonly reported being congestive heart failure,
which usually appears in the neonatal period or in child-
hood.2,4,5 In adults the appearance of cardiovascular compli-
cations ascribed to the sequestrum is very uncommon. This
may be because the majority of patients are given diagnoses
and treated before heart failure develops.
Cardiac complications may be caused by the high cardiac out-
put, the diastolic volume overload to the left ventricle caused by
the left-to-left shunt through the pulmonary sequestration, or
both.1,6 The magnitude of the shunt may influence the moment
of appearance of cardiac symptoms. The presence of a high
shunt during childhood may contribute to the early development
of overt cardiac failure, which may lead to early diagnosis and
surgical treatment. However, the sequestrum may be overlooked
if the shunt is small or there are no associated cardiac abnor-
malities or pulmonary symptoms. In this case the appearance of
cardiovascular complications can be time dependent. However,
the magnitude of the shunt through the sequestrum may increase
as the patient grows older.1 To our knowledge, only 2 cases of
cardiac alterations have been reported in adults. Solit and col-
leagues6 described a 23-year-old patient with an intralobar pul-
monary sequestration in whom the preoperative hemodynamic
study showed a high cardiac output without the signs of heart
Table I. Echocardiographic measurements before and
after resection of a pulmonary sequestration
After operation
Baseline 8 mo 16 mo 20 mo
Heart rate (beats/min) 78 74 72 72
LV end-diastolic diameter (mm) 65 58 54 48
LV ejection fraction (%) 58 59 65 62
Index of LV mass 168 115 110 73
LV, Left ventricular.
